Sexual violence, including child sexual abuse, rape, sexual assault, and threat of sexual assault, is a serious and widespread problem in the United States. Data from the National Intimate Partner and Sexual Violence Survey find that nearly 1 in 2 women and 1 in 5 men have experienced sexual violence other than rape, while 1 in 5 women and 1 in 71 men have experienced rape in their lifetime (Black et al., 2011) . Survivors of sexual violence face serious mental health consequences including PTSD, depression, anxiety, and substance abuse (Jordan, Campbell, & Follingstad, 2010) .
Although there is a strong evidence base for the effectiveness of several interventions at reducing trauma-induced PTSD, depression, and anxiety in survivors of sexual violence, there is low utilization of these interventions in Rape Crisis Centers (RCCs; Edmond, 2004; Edmond, Lawrence, & Voth Schrag, 2016) . RCC counselors indicate they have limited familiarity with, knowledge about, or training in key evidence-based treatments (Edmond, 2004; Edmond et al., 2016) . This is not unique to RCCs. Broadly speaking, there is an underutilization of evidence-based treatments in mental health service sectors. Numerous barriers to adoption of evidence-based treatments have been identified including: attitudes about evidence-based practice, intervention characteristics, costs, and access to training, supervision, and consultation (Aarons, 2004; Barnett et al., 2017; Beidas, Edmunds, Marcus & Kendall, 2012; Dorsey et al., 2017; Ragavan, 2012) . In order to promote the use of effective treatments for PTSD in RCCs, the current study sought to assess RCC counselors' attitudes towards Evidence-Based Practices (EBPs) in general (i.e., how they feel about movement towards the use of EBPs), understand counselors' perceptions of specific Empirically Supported Treatments (ESTs) for PTSD, and evaluate any differences in attitudes and perceptions based on agency location (urban/rural) and counselor educational attainment.
Background
Rape Crisis Centers (RCCs) provide critical services to survivors of sexual violence, including crisis intervention, medical and legal advocacy, and counseling (Macy, Rizo, Johns, & Ermentrout, 2013) . RCCs are frequently independent agencies doing work in individual communities, with over 1,000 RCCs in the United States working together to run the National Sexual Assault Hotline (Rape, Abuse & Incest National Network [RAINN] , 2017). Evidence shows that survivors of sexual violence rate these services more favorably than those provided in other service sectors, including health care, legal, and other mental health sectors, and are more likely to access services from an RCC than another agency or system because they fear judgment or blame (Campbell & Martin, 2001; Patterson, Greeson, & Campbell, 2009 ). Thus, the RCC service sector serves a unique role in meeting survivor needs. Systematic reviews of the adverse effects of childhood sexual abuse and sexual assault in adulthood reveal a broad constellation of psychological, behavioral, social, and physical health difficulties that negatively impact the lives of survivors (Bohn & Holz, 1996; Campbell, Dworkin, & Cabral, 2009; Jordan et al., 2010) . PTSD, depression, anxiety, and substance abuse are among the most frequently reported mental health consequences and are often co-occurring (Chen & Ullman, 2010; Jordan et al., 2010; Kilpatrick, Resnick, Ruggiero, Conoscenti, & McCauley, 2007; Walsh, Galea, & Koenen, 2012) . Voth Schrag and Edmond (2015) found that for RCC counselors reducing symptoms of anxiety, depression, and PTSD were among the most frequently endorsed treatment goals. In their systematic review of the mental health impact of violence against women, Jordan and colleagues (2010) report that the most common mental health consequence of sexual violence is PTSD, with 33%-45% of women experiencing it in their lifetime. The number of rape survivors, combined with the incidence of PTSD among survivors, has led Rothbaum, Astin, and Marsteller (2005) to contend that "rape victims may constitute the largest number of PTSD sufferers in the United States" (p. 607). Many survivors with PTSD suffer with persistent and debilitating symptoms that can severely impact functioning and quality of life by significantly interfering with marital and social relationships, and work and school responsibilities (Foa, Keane, Friedman, & Cohen, 2009) . Furthermore, women who have had multiple life-time victimizations have been shown to present with more severe PTSD symptoms (Schaaf & McCanne, 1998) .
Research has also shown that PTSD increases the risk of substance abuse (Chilcoat & Breslau, 1998; Kessler et al., 1997) and in the aftermath of rape, many survivors use drugs or alcohol as a coping strategy (Kaukinen & Demaris, 2005; McFarlane et al., 2005) . Largely because of the increased vulnerability produced by both the direct responses to trauma and the coping strategies survivors develop to confront it on a day-to-day basis, revictimization is also a serious concern. Untreated PTSD and substance abuse have both been found to increase risks of sexual and physical revictimization (Classen, Palesh, & Aggarwal, 2005; Lalor & McElvaney, 2010; Steel & Herlitz, 2005) . Women who have been sexually victimized once have a higher likelihood of being raped again by perpetrators who specifically target such vulnerability (Macy, 2007) . Lalor and McElvaney (2010) found that adult survivors of child sexual abuse/assault with both PTSD and depression are 13.7 times more at risk for experiencing some type of interpersonal revictimization. Effectively treating PTSD enhances functioning and quality of life for survivors and serves as a form of prevention by reducing risks for future revictimization. In addition, the most effective evidence-based treatments for PTSD also have been shown to simultaneously and significantly reduce trauma-related depression and anxiety (Bisson & Andrew, 2007 ).
Yet in the face of clear need, survivors access mental health services at a low rate, with estimates ranging from 16.1% to 39-60% Golding, Siegel, Sorenson, Burnam, & Stein, 1989; Zinzow, Grubaugh, Frueh, & Magruder, 2008) . For those survivors who do access mental health services, there is a strong evidence base for a group of effective interventions to treat PTSD and related trauma symptoms (depression and anxiety) in sexual violence survivors. Cognitive Processing Therapy (CPT), Prolonged Exposure (PE) and Eye Movement Desensitization and Reprocessing Therapy (EMDR) have the strongest evidence for effectiveness in reducing PTSD symptomology among adult survivors. Meta-analyses comparing these treatments have found all to be effective, with none demonstrating superiority (Bisson & Andrew, 2007; Regehr, Alaggia, Dennis, Pitts, & Saini, 2013) . These evidence-based interventions have been endorsed by several national guidelines for the treatment of PTSD including: the International Society for Traumatic Stress Studies (Foa et al., 2009) , the Cochrane Database (Bisson & Andrew, 2007) , the U.S. Department of Veteran's Affairs (2017), the National Registry of EvidenceBased Programs and Practices of the Substance Abuse and Mental Health Services Administration (NREPP, 2017) .
PE is an exposure-based psychotherapy approach for the treatment of trauma. PE starts with education about the therapy, common reactions to trauma, and PTSD. Clients are taught breathing retraining skills to facilitate relaxation. There are two types of exposure: In Vivo (real world practice) and Imaginal (repeatedly retelling the trauma narrative). In real world practice, the client approaches situations that although safe, the client has been avoiding because of trauma reminders. During Imaginal exposure, the client talks about the trauma memory repeatedly in the presence of the therapist to reduce fear and anxiety related to the memory. As homework, the client also listens to an audio recording of the trauma narrative (Foa et al., 2009) .
CPT is a cognitive-based psychotherapy approach for the treatment of trauma. CPT starts with education about PTSD and trauma. The client is also asked to write a detailed trauma narrative that is read during therapy. The primary focus is on helping the client recognize the connections between thoughts and feelings and to develop skills to challenge negative or unhelpful thoughts and beliefs. Particular attention is given to beliefs related to safety, trust, control, self-esteem, and relationships. The client is given homework after each session to practice skills for challenging faulty thinking patterns (Resick & Schnicke, 1993) .
EMDR is an integrative psychotherapy approach for the treatment of trauma. EMDR involves the use of an eight phase, three-pronged approach to treatment that targets past experience, current triggers, and future potential challenges. The eight phases include taking a good history and treatment planning, preparing the client for treatment, assessment, desensitization and reprocessing, installation of a positive cognition, body scan for physical sensations related to the trauma, closure, and reevaluation. Specific procedural steps are used to access and reprocess information that incorporate alternating bilateral eye movements, audio sounds or hand taps to help the client achieve a sense of integration and resolution of the traumatic experience (Shapiro & Maxfield, 2002) .
Despite the availability of ESTs to decrease PTSD among sexual violence survivors, and a clear link between PTSD and increased future sexual violence risk, there is low utilization of these treatments in the RCC service sector. In a nationwide sample of practitioners, Edmond (2004) found that, while 91% of RCCs provided individual counseling to survivors of sexual assault, only 50% reported the use of at least one of these ESTs to address the mental health needs of survivors. There is a clear need for information regarding promotive factors and barriers to EST implementation in RCCs. Greater clarity about RCC counselors' attitudes about EST is needed to determine appropriate dissemination and implementation strategies.
Attitudes Towards EBP and ESTs
Factors at the individual, organizational, and system level influence the implementation and uptake of ESTs, including practitioner attitudes and perceptions (Aarons et al., 2012) . A significant body of research has established practitioner attitudes as an important individual level factor that can influence EST implementation efforts, with positive attitudes towards EBP in general identified as a key practitioner level factor for successful implementation efforts (Aarons et al., 2012; Herschell, McNeil, & McNeil, 2004; Palinkas et al., 2008) . Aarons and colleagues (2010) identify a number of specific vectors through which practitioner attitudes to EBP can influence EBT uptake. They suggest that provider attitudes influence their choice to try new practices, the effectiveness of their implementation and fidelity to a model when using an EBP, and the likelihood of sustained use of an EBT. Additionally, research is emerging suggesting that attitudes towards specific ESTs play an important role in implementation. In a study of practitioner attitudes, Borntrager, Chorpita, Hilga-McMilan, and Weisz (2009) found that general EBP attitudes changed from pre to post-test based on factors such as the perceived adaptability of specific ESTs. Similarly, Reding, Chorpita, Lau, and Innes-Gomberg (2014) found that the appeal of a specific EST is related to practitioner uptake of that EST.
To promote the implementation and uptake of ESTs to treat PTSD within RCCs, this project sought to answer the following questions: (1) What are RCC counselors' attitudes toward EBP in general? (2) What are their perceptions of the intervention characteristics of three specific ESTs: PE, CPT and EMDR? (3) Are there differences in EST attitudes and perceptions based on agency setting (urban/rural) or counselor education?
Methods

Study Design
Services provided by RCC counselors are critically important; however, much remains unknown about their attitudes towards EBP and specific ESTs for PTSD, and how those might differ by agency setting or counselor level of education. To gain perspective on these issues, a statewide web-based survey of Texas RCCs was administered during the summer/fall of 2013. The quantitative, cross-sectional survey was constructed with two different modules: one for executive directors and the other for practitioners providing individual and/or group counseling. The director module contained questions about respondent demographics, organizational characteristics, leadership style, and funding. The counselor module was comprised of questions about counselor characteristics and demographics; agency services provided and clients served; training obtained and desired; interventions employed; attitudes toward EBP in general; and views of three specific trauma-focused ESTs: cognitive processing therapy (CPT), Eye Movement Desensitization and Reprocessing (EMDR), and prolonged exposure (PE).
Conceptual Model
Evidence suggests that understanding counselor EBP attitudes in general as well as perceptions of specific ESTs can inform efforts to increase implementation of specific treatments. The Conceptual Framework for Implementation Research (CFIR), developed by Damschroder and colleagues (2009) , merges aspects of 19 conceptual frameworks. It establishes five domains that together capture the key influences on the implementation of ESTs: intervention characteristics (evidence for the intervention, complexity of the intervention, adaptability of the intervention, and advantages the intervention has over others); outer setting (policies and incentives external to the agency as well as pressure from peers and clients); inner setting (characteristics of the organization setting and structure, culture, climate, and readiness for change); characteristics of individuals involved in implementation (their knowledge, skills, and attributes, and educational attainment), and the process of implementation. The CFIR provides a menu of potential areas for research with the expectation that scholars select constructs that are most salient to a particular study or setting to guide their evaluation of the implementation process. Within the intervention characteristics domain, the CFIR provides guidance regarding key characteristics that influence counselor perceptions and intervention uptake (Damschroeder et al., 2009 ). These include the source of the intervention (internal or external development), the evidence strength and quality for intervention effectiveness, the perceived relative advantage, the adaptability, trailability, complexity, design quality and packaging, and cost. The CFIR suggests that taken together, these indicators will impact counselor uptake of a new EST, and should be considered when designing an implementation strategy. The indicators of interest for this analysis were intervention characteristics, individual characteristics, and inner setting. The data comes from the counselor module. Data from the director module examined organizational level variables and were analyzed and reported separately.
Measures
Evidence-Based Practice Attitudes Scale (EBPAS).
The EBPAS (Aarons et al., 2010) was used to assess counselor attitudes towards EBP in general. The EBPAS includes 15 items measured on a 5 point Likert scale, spanning four lower-order subscales and one higher-order factor (Aarons et al., 2010) . The four EBPAS subscales include Appeal, which assesses the likelihood of adopting an EST if it were intuitively appealing (i.e., if it makes sense, or colleagues are happy with it), Requirements, assessing the extent to which a provider would adopt based on employer or funder requirement, Openness, which assesses openness to new interventions (i.e., willingness to follow a treatment manual, the attractiveness of therapy developed by researchers), and Divergence, which assesses the extent to which a provider sees ESTs as less useful than clinical experience (i.e., the extent that they prefer clinical experience or view research-based treatments as not useful) (Aarons et al., 2010) . In Aarons et al.'s (2010) national sample, the alpha reliability for the total scale was .76, and .81 for RCCs. The total EBPAS score with 15 items was used to compare the RCC sample to a normed sample of national mental health practitioners (Aarons et al., 2010) . The same national normed sample is used for comparison with the RCC sample on the four original subscales: requirements, appeal, openness, and divergence.
Additional EBPAS subscales were added based on the expansion proposed by Aarons and colleagues (2012) . While Aarons et al (2012) outlines eight additional subscales, we chose three to include in the current study due to their alignment with key CFIR constructs. These domains include Organizational Support, which assesses the perceived role of organizational training, CEUs, and assistance in the uptake of EBPs. Fit, which assesses the extent to which a treatment would be adopted if it felt right and met their clients' needs and treatment approach, and Limitations, which assesses the counselors' perception of the limits of EBP to meet client needs or the extent to which it creates barriers to treatment (Aarons et al., 2012) . Aarons' and colleagues (2012) sample is used for comparison with the RCCs sample for these three subscales because they were not included in the nationally normed sample (Aarons et al., 2010) .
Perceptions of Empirically Supported Treatments (PEST).
The study team developed a single factor scale to assess counselor perceptions of three empirically supported treatments for survivors of sexual violence (PE, CPT, & EMDR) based on the intervention characteristics domain of the CFIR (Damschroder et al., 2009; Edmond et al., 2016) . For each EST, respondents were asked to provide their level of agreement on a 1-5 scale with ten questions tapping counselor perceptions regarding the evidence strength and quality, the relative advantage of that EST over other treatments, the adaptability, and complexity of the treatment, and the cost or resource constraints caused by the treatment (see Table 4 ). PEST items also assessed perceptions of acceptability, appropriateness, and the counselor's current level of knowledge regarding the EST procedures and techniques. To create a global measure of EST perceptions, items 4 and 10 were reverse-scored, and items were then totaled and divided by the number of items in the scale (n=10). Higher scores indicate a stronger opinion of the EST in question. In the current sample, the reliability alpha for the PEST was .87 when administered for Prolonged Exposure, .86 for EMDR, and .91 for Cognitive Processing Therapy.
Procedures
A comprehensive list of Texas RCCs was developed by the Texas Association Against Sexual Assault (TAASA), the state coalition (n = 83). Each executive director of every RCC in the state received an invitation through postal mail and e-mail to participate in the study. The invitation included an endorsement from TAASA. The executive director was asked to complete their module and to distribute the web-survey link to each of the eligible counseling staff to complete the counselor module. Each participant was given a $20 gift card. Prior to data collection, approval was obtained from the Washington University IRB.
Data Analysis
Descriptive statistics including frequencies and central tendencies provide initial data regarding the sample and counselor perceptions. A chi-square test was used to assess differences in educational attainment by agency setting. Two-sample T-tests were used to assess differences in EBPAS total score and subscale scores between the RCC sample and Aarons et al. (2010) normed national sample of mental health service providers. T-tests and ANOVAs were used to assess differences in EBPAS and PEST scores by educational attainment and agency setting (rural/urban). Missing data occurred due to attrition over the course of the web-based survey and were treated on an available-case basis (Pigott, 2001) .
Sample
In the overall study, the agency response rate was 72%, with 60 RCCs providing a minimum of one survey from either an executive director or a counselor. Cases in which respondents indicated that counseling tasks were not a part of their job description were excluded from analysis. For this analysis the sample is comprised of respondents to the counselor-focused survey (n=76).
Results
Counselor Demographics & Characteristics. Counselors were overwhelmingly female (95%), the majority identified as white (66.7%), and had been at their current agency for an average of three years (range= 1 month-18 years; see Table 1 ). Professionally, they were predominantly social workers (34.2%), although many of those without an advanced degree identified more with their job title ('advocate,' 'counselor,' etc.) than a specific profession. Fifty-four percent had a master's degree or PhD, 22% had a bachelor's degree, and 24% had less than a bachelor's degree. Nearly sixty percent worked in urban or suburban settings (see Table 1 ). Educational Attainment & Agency Setting. Significant differences were observed in level of educational attainment between RCC counselors working in rural and urban areas. Among rural RCC counselors, 41.9% had less than a bachelor's degree, 22.6% had a bachelor's degree, and 35.5% had an advanced degree. Comparatively, 11.1% of urban counselors had less than a bachelor's, 22.2% had a bachelor's degree, and 66.7% had an advanced degree Χ 2 (2)=10.67, p<.01.
Counselor Attitudes towards Evidence-Based Practice.
The RCC sample had a significantly lower EBPAS total score compared (M=2.57, SD=.47) to Aarons and colleagues' (2010) Within the RCC sample, no significant differences were observed in EBPAS total or subscale scores between rural and urban counselors (see Table 3 ). When comparing counselors by education level (no degree, bachelor's, advanced), differences were observed in EBPAS total score F (2) Counselor Perceptions of ESTs for PTSD. Counselors had the most positive perceptions of CPT, followed by Prolonged Exposure and EMDR (see Table 4 ). CPT was rated the most highly across CFIR domains, including evidentiary support, relative advantage, adaptability, and resource constraints, as well as on acceptability, appropriateness, and current level of knowledge. Counselors endorsed EMDR and CPT equally on complexity. Counselors had mixed perceptions of PE and EMDR across CFIR domains, with PE scoring higher than EMDR on adaptability and EMDR scoring higher than PE on evidentiary support, relative advantage, appropriateness, and complexity. Among RCC counselors, significant differences in perceptions of EMDR were seen between those working in rural and urban areas, with urban counselors rating EMDR significantly higher than rural counselors t(51)=2.23, p=.031 (see Table 5 ). No differences were seen between urban and rural counselors on their perceptions of PE or CPT. Across all three ESTs, counselors with less than a bachelor's degree had more positive views of the interventions than those with a bachelor's degree. Approximately 38% (n=23) of counselors reported having a "fair amount" or a "great deal" of training in CPT, compared to 17% in PE and 8% in EMDR. 
Discussion
The mental health effects of sexual violence are well-documented, and effective treatments for PTSD exist that can help promote healing for survivors. However, there has not been sufficient uptake of these treatments by counselors in RCCs, who are viewed as the primary response system in place to support victims of sexual violence. Although RCC counselors had a lower overall EBPAS score than Aaron's 2010 nationally normed sample of mental health providers, an examination of the seven subscales provides some useful information. The three subscales that the national sample more strongly endorsed were Openness, Organizational Support and Fit. These subscales reflect that the mental health counselors were more open to new interventions, were more influenced toward adoption of ESTs by organizational support, and had a sense that the intervention felt right and would meet their clients' needs. Interestingly, RCC counselors were significantly more likely to see fewer limitations in the use of ESTs and the mental health providers were significantly more likely to see ESTs as less useful than clinical experience (Divergence). RCC counselors were also more likely to adopt an EST if a supervisor, agency, or state required it compared to the national sample. Both groups had comparable scores on the Appeal subscale, reflecting equal likelihood of adopting an EST if it were intuitively appealing. This suggests that RCC counselors could be receptive to adopting ESTs since they see few limitations and value them as much as clinical experience, if it is an appealing EST and adoption is reinforced by organizational or funder requirements. These differences could be partly attributed to educational differences between the samples, with over 80% of Aaron's sample holding advanced degrees, and less than 3% having less than a bachelor's degree.
We found significant differences in counselor level of educational attainment between rural and urban settings, with rural RCCs having significantly fewer counselors with advanced degrees and more counselors without a degree. They are providing critical individual and group counseling services to highly vulnerable survivors of sexual assault in geographic areas that often have no other options for mental health services. While it is clear that these counselors are the best and often the only resource available for vulnerable survivors, it is essential that we consider strategies for putting the best available treatments safely in the hands of counselors with bachelor's degrees as well as those without degrees.
Given that the trauma-focused ESTs in question are all designed and implemented with advanced clinicians in mind, and that in some cases advanced degrees are required in order for counselors to receive training in the EST, strategies for working in rural settings, in which providers face both geographic and educational barriers to EST adoption, are needed. The fact that rural settings are nearly four times as likely as urban settings to be providing counseling through a non-degreed counselor, suggests that one such strategy would be identifying effective trauma treatments that can be implemented without a college education or with only a bachelor's degree. Both CPT and EMDR have developed modified versions of these interventions that have been used by paraprofessionals to effectively treat PTSD and related trauma symptoms (Bass et al., 2013; Jarero, Amaya, Givaudan, & Miranda, 2013; Plouffe, 2007) .
Evidence from the developing world suggests that this may be an option for under resourced areas in the United States. In the Democratic Republic of Congo, Bass and colleagues (2013) tested the implementation of a modified (cognitive only) form of CPT with psychosocial assistants. These paraprofessionals had experience with survivors of sexual violence, as well as case management and supportive counseling, but no educational credentials. Using the group-based protocol, they were able to achieve significant reductions in PTSD, depression, and anxiety after just two weeks of training. Similarly, Jarero and colleagues (2013) piloted a randomized clinical trial to evaluate the efficacy of a modified form of EMDR created for paraprofessionals (EMDR-PROPARA), for responding to acute traumatic stress. The outcomes showed that PROPARA was significantly more effective in reducing post-traumatic stress symptoms than supportive counseling. RCC counselors are first responders who engage with survivors immediately after a sexual assault, and many of them are paraprofessionals, therefore, EMDR-PROPARA might be a viable intervention option for this service sector. Given the limited amount of evidence available on these modified paraprofessional versions of EMDR and CPT, their application in low-resourced, rural RCCs would require careful evaluation to determine acceptability, treatment fidelity, effectiveness, and feasibility.
Other strategies for working in rural settings might include greater utilization of technology to deliver training, supervision and consultation to support the implementation of evidence-based interventions by counselors in rural communities with less than a master's degree. Social work might also adopt a strategy that medicine has employed to recruit doctors and nurses into rural communities and advocate for school loan forgiveness for MSWs to incentivize them to work in these low-resourced settings. An advantage to this strategy would be the ability to not only use evidence-based treatments, but also to strengthen the training and supervision of those with less education in their use.
While there were significant differences in educational attainment between providers in rural and urban settings, there was no difference between urban and rural providers on their EBPAS scores, suggesting that counselors from across service settings are equally interested in incorporating evidence-based approaches into their practice. There were however, significant differences by educational attainment. Across EBPAS subscales, counselors with advanced and bachelor's degrees had more positive attitudes towards EBPs in general than those without degrees. However, when assessing their perceptions of specific ESTs (e.g., CPT, EMDR and PE), those with advanced degrees and those without any degree had consistently stronger endorsements than those with bachelor's degrees. Taken together, these findings suggest that implementation efforts aimed at RCC providers could be successful, and should make special consideration of differences in provider educational attainment and agency setting.
Counselors were asked to provide their perspectives on three ESTs for PTSD among sexual trauma survivors: PE, EMDR, and CPT. Among these three ESTs, CPT was the most favorably endorsed, with the highest ratings on measures of evidentiary support, comparative advantage, adaptability, acceptability, and appropriateness. Counselor reactions to these intervention characteristics suggest that CPT may be the best candidate for implementation and uptake in RCCs. Therefore, implementation strategies to support the adoption of CPT in RCCs need to be identified and tested.
Counselors' perceptions of EMDR and PE were more mixed, with more favorable perceptions of PE overall, but with EMDR scoring higher than PE on a number of factors, including appropriateness, comparative advantage, and perceived complexity. Urban providers also had significantly stronger overall perceptions of EMDR than rural providers. Given the familiarity and receptivity among urban providers, as well as the presence of higher numbers of master's level counselors in these RCCs, dissemination of information and education efforts might have the biggest impact for uptake if offered in urban settings.
RCC counselors reported a lack of familiarity with the procedures, techniques, and evidence base supporting all three ESTs, as well as mixed opinions regarding their acceptability and feasibility. The most frequently endorsed response to questions regarding counselor perceptions of the three ESTs was "uncertain," suggesting that counselors lack key knowledge about these ESTs. As such, efforts focused on dissemination of information regarding the procedures, effectiveness, and evidence base for these interventions could support counselors in making informed decisions around obtaining training and implementing these practices in their agencies. Given that a practitioner's perception of the empirical support for an intervention significantly predicts the chance of receiving training and using that intervention, implementation efforts could start with dissemination by educating the RCC workforce on the merits of these interventions (Allen, Gharagozloo, & Johnson, 2011) . Community-based therapists with training in these interventions could volunteer to provide in-service informational sessions or introductory workshops at individual RCCs, or at regional and state coalition meetings or conferences. This would give RCC counselors the information needed to decide whether it is a treatment approach that they would be willing to invest time and money into acquiring. That said, the standard costs of training for these ESTs would be prohibitively expensive for many RCC counselors given the typical salaries within this setting. Consequently, trainers are encouraged to offer reduced costs or pro bono trainings and consultation to support advancing uptake of these treatments in RCCs.
It is also important to acknowledge that while PTSD is prevalent and needs to be addressed, many survivors seeking services do not have PTSD, but are struggling with other trauma symptoms such as depression, anxiety, low self-esteem, a lack of selfconfidence, self-harming behaviors and suicidal ideation, and/or relationship difficulties. Although the evidence-based treatments for PTSD discussed in this paper are robust and tend to produce symptom relief across a number of symptom domains, they may not be the best intervention choice for every survivor. There may be other evidence-based treatments that would be a better fit given a particular survivor's presenting concerns for example, Interpersonal Therapy for depression and relationship difficulties, Dialectical Behavioral Therapy for reducing self-harming behaviors, or Cognitive Behavioral Therapy or Mindfulness Based Stress Reduction for reducing anxiety and increasing positive coping. Intervention selection should be driven by the treatment needs and goals developed collaboratively between the counselor and the survivor. Evidence-based practice includes not just scientific evidence of effectiveness, but also practitioner expertise and client preferences (Sackett et al., 1996) .
Limitations. A number of limitations should be considered when evaluating the findings of the current study. These data comprise a small sample of counselors in a single state, all working at agencies that are members of the state coalition, and may not reflect the population of RCC providers across the country. Additionally, due to the small sample size, multiple bivariate analyses were run on the same sample and potentially important control variables (for example, potential differences in education between mental health providers and RCC providers) were not included. The scale used to measure counselor perceptions of specific ESTs was developed for the current study, and although it is informed by theory and evidence, it should be replicated with larger samples in order to assess its validity, psychometric properties, and reliability.
Conclusion. Participants' attitudes towards evidence-based practices and perspectives on specific ESTs suggest that dissemination and implementation efforts should be made within the RCC service sector to advance the uptake of CPT, EMDR and PE to address the impact of PTSD among sexual trauma survivors. However, given that CPT was perceived most positively by RCC counselors in terms of its intervention characteristics, initial implementation efforts could begin there. Implementation strategies to support the adoption of CPT in this low-resourced, decentralized, nonprofit service sector could yield knowledge that would be transferrable to other similarly structured settings. The observed differences in attitudes and perceptions by educational attainment and geographic setting suggest that specific attention is needed to identify implementation strategies and intervention modifications to provide rural counselors and those without advanced degrees with training on the strongest, most effective interventions possible.
